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Correspondence
Lacrimal sac diverticulum presenting as a lower eyelid mass with a secreting fistula T o the editor: A 12-month-old child was admitted to our department for treatment regarding his inner canthus mass. His parents complained epiphora and mucopurulent discharge of the left eye after formation of a mass located in the left lower eyelid and medial canthus over 3 months ( Figure 1A) . The mass increased in size gradually. This child was diagnosed as acute dacryocystitis and underwent probing for two times in another hospital. When he was 6 months old, he also had a similar mass which had resolved spontaneously. No history of sinus or systemic disease, trauma, or facial surgery was found.
The mass was firm and non-tender. It was fixed in the lower palpebra near inner canthus and about 2 cm×3 cm in measurement. It was freely mobile but appeared to be an attachment to the deeper tissues. The mass could not be reduced by pressure. Apart from the upper and lower lacrimal punctum, there was an opening located at lower palpebral conjunctiva of left eye. This opening did not have a well-defined margin and could hardly be detected without attention ( Figure 1B ). Upon compression, mucopurulent discharge of the mass did not regurgitate from lacrimal puncta but from this orifice. The lacrimal drainage system was patent during lacrimal irrigation. Computed tomography dacryocystography detected there was an independent lacrimal cyst located in the left lower eyelid near inner canthus without apparent connection with lacrimal sac ( Figure 1C ).
The patient underwent a transcutaneous anterior orbitotomy via subciliary incision. The mass and its secreting fistula were completely excised. There was no visible communication between the mass and the lacrimal sac. The mass was filled with mucopurulent materials. Pathological examination confirmed that the wall of the mass was similar to the lining of the lacrimal sac. And it also demonstrated a chronic inflammation of the wall of the diverticulum ( Figure 1D ). The patient did not present epiphora or mass recurrence after 12 months of follow-up.
Clinical reports of lacrimal sac diverticula in previous literature are few. 1 The patients with lacrimal sac diverticula are always asymptomatic. When diverticula become large enough, they can cause tearing, discharge and other severe symptoms. These cystic mass usually appear tense and fluctuate when clinically apparent.
They are affixed to the deep tissues but not to the skin. They are almost always located lateral to the lacrimal sac, frequently coursing along the inferior orbital rim deep to the medial aspect of the lower eyelid. 2 The communication between a diverticulum and the lacrimal sac may be open or act as a one-way valve. 1 This connection may become very narrow and occluded, resulting in the formation of a lacrimal cyst. 1, 3 The independent lacrimal cyst may consist of 2 to 3 lobules. 3 A large diverticulum may compress the lacrimal drainage system, which lead to emerge of symptoms described above. Recurrent dacryocystitis and orbital cellulitis may occurs as a result of this mechanical blockage. 1 When the diverticulum becomes infected severely, it may occasionally result in a secreting fistula. The medical history of this special case accorded with development of lacrimal sac diverticulum greatly. The main symptom of supernumerary blind sac is epiphora. And it does not present as a mass located in the inner canthus. 4 The conjunctival opening was more like an orificium fistula than a supernumerary punctum that was reported in the literature. 5 Lacrimal sac diverticulum with a secreting fistula is the most likely diagnosis accordingly. This distinctive type of lacrimal diverticulum had never been reported in previous literature. The formation of lacrimal sac diverticulum with a secreting was as a result of the progressive infection of diverticulum.
The pathological examination of the case in this study showed that the wall of the mass was composed of pseudostratified columnar and cuboidal epithelium, which was the same as precious reports. 2 The presence of a cellular infiltrate consisting mainly of lymphocytes, plasmacytes and granular leukocytes in the wall of the mass had never been detected before. These results also demonstrated the existence of infected lacrimal sac diverticula.
Conservative therapy for lacrimal sac diverticula is just daily massage and expression of the diverticular contents. A conservative approach is not indicated when the diverticula tend to become infected. Surgical therapy for lacrimal sac diverticula is to completely excise the diverticulum and sutured the connecting opening in the lacrimal sac wall with the aid of an operating microscope. The patency of the lacrimal drainage system should be demonstrated by irrigation. If the lacrimal duct is patent, a dacryocystorhinostomy would seem to be unnecessary. The special case in this study underwent removing of diverticulum and its secreting fistula. Because no connection between diverticulum and lacrimal sac was found in the operation, dacryocystorhinostomy did not accomplish. 
